Objective: To compare the effectiveness of10 sessions ofgroup therapy with that of10 sessions ofindividual therapy in a sample of86 adult women seeking treatment for the effects ofchildhood sexual abuse.
individual sessions was the intervention ofchoice (8) . A committee of the London, Ontario, Coordinating Committee to End Woman Abuse called for programs that emphasize group services (13) , suggesting that a group approach is conducive to the creation of supportive social networks and offers the survivor a broader range of "reparative relationships." The dependence on a single professional in a position ofauthority, which is integral to individual therapy, was seen by thiscommittee as an approach that tends to obscure the social basis of the crime of childhood sexual abuse.
To date, outcome studies with this population have focused on short-term group interventions with women and have been predominantly qualitative in nature. Findingsgenerally support the efficacy ofgroup work, especially itsbeneficial effects on participants' affect and self-esteem (10, 11) . Few ofthese studies, however, have included random assignment or a control condition (10, 11) .
Although individual and group treatments for other populations have been compared with varying results (14) (15) (16) , a search of the literature did not reveal any previous studies comparing these modalities in an adult sample of sexually abused women.
The Treatment Model
The 2 treatment modalities compared in this study were based on the same theoretical model, a basic tenet ofwhich is 169 the recognition that children are always in a state of powerlessness relative to adults and adolescents and that sexual activity between a child and adult or adolescent is always the responsibility of the older person. Core assumptions include current feminist understanding that systemic power imbalances between men and women and patterns of male socialization are important factors in explaining the etiology of childhood sexual abuse (17, 18) . The model also incorporates commonly accepted principles of feminist therapy (19) and a strengths perspective (20) that includes efforts to minimize the power differential between therapist and client and which encourages a collaborative therapeutic relationship in which the client shares with the therapist the responsibility for her change and growth. By providing information about symptoms ofposttraumatic stress and dissociation, the women are encouraged to reframe their view of their symptoms and interpersonal problems; namely, to move away from viewing their problems as indicators ofweakness or pathology and toward a perspective that recognizes them as attempts to cope and adapt to overwhelming events.
The content ofboth treatment modalities was as similar as possible. In the first session, for both modalities, after discussion of ground rules and expectations, the participants were encouraged to disclose who it was who sexually abused them, how old they were when the abuse occurred, and how they felt it was affecting them currently. In session 5, they were invited to bring a picture ofthemselves as a child and to share the picture with either the other group members or the individual therapist as they talked about what it was like to be that child. Later sessions were less structured than the earlier ones, responding to the particular issues of the individual or group members. In the final session, therapists encouraged expressing feelings about the termination of therapy and discussing plans for the future. They also provided information about community resources and ways of obtaining further assistance if necessary.
Method

Research Design
The study used an experimental research design involving testing at assessment, at the beginning oftherapy , at the end of therapy, and 6 and 12 months later. Participants gave informed consent to participate in the study, which included a lO-week waiting period between assessment and the beginning oftreatment. During this period, the participants did not receive any form oftreatment except prescribed medication. The study was completed in 2 phases, with the second cohort entering the study 6 months after the first cohort.
Participants were randomly assigned to receive 10 sessions of either individual or group treatment. At the 6-and 12-month follow-up points, the participants were interviewed by a psychiatrist, during which information about efforts to obtain additional therapy was gathered.
The individual sessions with 1 female therapist were 50 minutes long. The group sessions included 8 participants and 2 female therapists and were 90 minutes long. All sessions were audiotaped to ensure conformity to the treatment model. Therapists were either registered nurses (RNs) or master's degree-level social workers (MSWs) with several years' experience in psychiatric settings. Seven therapists (4 RNs and 3 MSWs) conducted the interventions. (One RN substituted for another who left on maternity leave). All acted as therapists in both the individual and group conditions and were randomly assigned in order to equalize each therapist's contribution to both forms of treatment.
Hypotheses
The study had 4 major hypotheses: 1) Group treatment is associated with significantly greater improvement in symptomatology scores compared with individual treatment. 2) Ten weeks of treatment, either group or individual, is associated with greater improvement in symptomatology compared with changes in symptoms during the 10-week waiting-list control period. 3) Clients' symptoms do not improve significantly during the control period. 4) Improvements in symptomatology associated with treatment are maintained at the 6and 12-month follow-up points.
Inclusion Criteria
The major criterion for inclusion in the study was the report of clear and conscious memory of at least 1 incident in which the participant was sexually abused by a person at least 2 years older than herselfwhen she was under 18 years ofage. To qualify as abuse for the purposes ofthis study, the incident must have included physical contact with the genitals of 1 or both people involved (for example, fondling, oral sex, masturbation, intercourse). The perpetrator was previously known to the victim. If the incident occurred during adolescence, the touching was unwanted. In addition, the women consented to wait 10 weeks without seeking therapy and to be randomly assigned to either individual or group treatment. Women who were known to be currently abusing substances were excluded as were women with evidence of a psychotic disorder.
Measures
Measures included the following self-report questionnaires: 1) The Symptom Check List (SCL-90-R) (21), a 90item inventory that measures the psychological symptom pattern of psychiatric and medical patients. It yields 9 subscale scores and 3 global indices of distress. Its reliability and validity are well established. 2) The Dissociative Experiences Scale (DES-2) (22), a 28-item questionnaire that measures the frequency ofdissociative experiences. It has good test-retest reliability (0.84 after 4-8 weeks) and has discriminated patients with dissociative identity disorder from patients in nondissociative clinical groups as well as from normal subjects. 3) The Posttraumatic Stress Scale (PTSS) (since . Each item is rated from oto 10, with 10 representing "always." The scale was designed to quantify posttraumatic symptoms without linking the symptoms to any 1 event, thus yielding more accurate estimates for subjects who have experienced multiple traumatic events. The scale has a Spearman-Brown split-halfreliability coefficient ofr = 0.91. PTSS validity has been demonstrated in a study of past abuse and current symptoms in psychiatric inpatients and in a second study, where 85% of subjects assigned a DSM-III-R PTSD diagnosis using an independent measure were also assigned a PTSD diagnosis from the PTSS scores (E Carlson, unpublished data). 4) The Trauma Symptom Checklist (TSC-40) (23) is a measure of traumatic impact, especially regarding the effects of long-term child abuse. It yields 6 subscales and a total score. It has good reliability (a-range for subscales 0.62-0.77 and total scores 0.89-0.90) and has been shown to discriminate between sexually abused and nonabused subjects.
In addition to the self-report measures, current psychosocial functioning was assessed using the Global Assessment Scale (GAS) (24) . The GAS is administered by a trained clinician and assesses a person's overall functioning on a continuum ofpsychological or psychiatric health. The scale ranges from 1 to 100 with the lowest numbers referring to the least healthy individuals. Validity has been assessed using correlations with other measures ofoverall symptom severity, hospitalization, and change, and the scale has been able to predict rehospitalization ofpsychiatric patients.
The GAS scores in this study reflect the participants' lowest levels of functioning in the previous month. Four raters were required over the course ofthe study. All the raters were experienced RNs who received several hours oftraining and demonstrated adequate interrater reliability (agreement within 5 points of the 100-point scale on at least 90% of the practice scenarios) before assessing participants.
A final measure, the Client Perception Scale (CPS), was developed by the researchers to quantify changes in participants' feelings ofshame and responsibility regarding the sexual abuse and feelings of self-acceptance.
Results
In total, 86 women agreed to participate in the study and were assessed. At the end of the 10-week waiting period, 77 (89.5%) women were available to begin therapy. Sixty-five (75.6%) women completed the 10 sessions of therapy, of which 32 participants received individual therapy and 33 participants received group therapy. Six-month follow-up data is available for 58 participants (67.4%), of which 30 received individual therapy and 28 received group therapy. Twelvemonth follow-up data is available for 52 participants (60%), of which 28 received individual therapy and 24 received group therapy.
Participants ranged in age from 20 to 60 years with a mean age of33 years. The largest group ofparticipants was married (41.7%), 24.4% were single, 9.2% were separated, 17.5% were divorced, 6% were in common-law relationships, and 1.2% were widowed. These numbers can be compared with those for all women over the age of 15 years in Ontario; according to the 1991 census, 68.7% were married, 20.4% were single, 3.5% were separated, 1.9% were divorced, and 5.4% were widowed (25) .
Thirty-eight percent of the sample were employed fulltime, 16% were employed part-time, 20% were homemakers, 9% were students, and the remainder were receiving employment insurance, social assistance, or a disability allowance. Census data indicates that 56.9% ofwomen over age 15years were employed in Ontario in 1991 (26) .
Of our sample, 6% had not completed grade 9, 39.7% had some high school education or had graduated from high school, 29.8% had some postsecondary education, and 22.3% held a university degree or college certificate. In Ontario in 1991, 12.1% of women had less than a grade 9 education, 44.1% had some high school education or had graduated from high school, 32.4% had some postsecondary education, and 11.4% held a university degree (27) .
Twenty-eight percent of the sample had been admitted to hospital for psychiatric reasons at least once in the past, but many of these had been very short admissions (1-3 days). Only 15% had been seeing a therapist just prior to the assessment interview. Seventy-eight percent reported that theyhad received some previous counselling, although it was notnecessarily related to their history of childhood sexual abuse.
Fifty percent of the sample reported that they had been sexually abused by a father or stepfather. Other perpetrators were brothers or stepbrothers (29%), uncles (16%), grandfathers (8%), male family friends (13%), other adult males (9%), older nonadult males (15%), and a male babysitter (0.01%). Two subjects reported that their mothers hadbeen involved in the abuse.
Sixty-four percent reported sexual abuse by 1 perpetrator, 16% reported 2 perpetrators, and 20% reported abuse by3or more perpetrators. Vaginal intercourse was reported in 42% of the cases, and 19% of the women reported that the sexual abuse had been accompanied by physical force. The meanage ofthe subjects when the sexual abuse began was 7 years,and the mean age when it ended was 13 years.
No statistically significant differences were found between the 2 treatment groups in terms ofage, education, relationship to perpetrator, number of perpetrators, or scoresat assessment on the SCL-90, TSC-40, DES-2, or PTSS. The up. Because of the number of tests, the criterion for significance was established at the probability level of 0.01 to reduce the likelihood ofstatistical significance being attributed due to chance.
As predicted, changes from assessment to pretherapy on the GAS, the DES-2, and the TSC-40 were not significant ( Table 2) . Surprisingly, the changes on the PTSS were significant (P = 0.001), and the changes on the SCL-90 were marginally significant (P = 0.014). The hypothesis predicting that participants would not improve during the wait-list control period is not supported, as some change appears to have occurred while participants were waiting for treatment.
Paired t-tests comparing scores from pre-and posttherapy, indicated that changes were statistically significant and in the expected direction on all measures except the DES-2. t-Tests comparing change scores between assessment and Number of cases mean GAS score for participants assigned to receive individual treatment was marginally higher than that for participants assigned to receive individual therapy (P = 0.06), butthis difference disappeared at the pretherapy testing.
Tests ofHypotheses
Overall estimates of the effects of therapy, treatmentmodality, and phase of study were assessed by repeated measures ANOVAs, with treatment modality and phase of study being treated as blocking factors. The P values ofthe F ratios show that the treatment modality to which the participant was assigned did not exert a systematic effect on any ofthe outcome measures (Table 1) . Therefore, the first hypothesis, predicting that the group therapy modality would be associated with greater improvement than the individual therapy modality, was not supported.
A significant interaction between phase and time was found for the GAS scores (P= 0.000) but Number of cases ----------------------------not for the 4 self-report measures assessing symp-"Reporting Global Severity Index (GSI) score. toms. t-Tests revealed that phase-l GAS scores hoES and PTSS were administered at assessment for phase-2 participants only. were higher than phase-2 GAS scores at assessment (P = 0.02), pretherapy (P = 0.001), and posttherapy (P = 0.005). The scores for the 2 phases were not different at 6-month follow-up, but at 12-month follow-up participants in phase 2 had higher GAS scores than those in phase 1 (P =0.008). In view ofthe changes in GAS raters over the study's time period and the lack of differences on selfreport measures, this difference may reflect rater change rather than real differences. Conversely, it may be associated with life events or other factors that resulted in a slightly different pattern ofchange in psychosocial functioning for the 2 phase groups.
Next, paired t-statistics were calculated for each of the 5 test scores from assessment to pretherapy, from pretherapy to posttherapy, from pretherapy to 6-month follow-up, from pretherapy to l2-month follow-up, from posttherapy to 6month follow-up, and from posttherapy to 12-month follow- participants who later received additional therapy scored higher on the SCL-90 (P = 0.04) and lower on the GAS (P = 0.05) than did those who did not receive additional therapy. Table 3 shows the CPS scores over time. Wilcoxon tests showed no significant changes from assessment to pretherapy or during the 6-and 12-month intervals following therapy. However, participants exhibited significant shifts toward less negative attitudes on all 3 items over the duration ofthe therapy (responsibility: z=-3.5,P= 0.0004; shame: z=-4.0,P= 0.0001; self-acceptance: z = -3.5, P = 0.0006). For the time they received treatment and afterward, in addition to decreased symptoms, the participants experienced significantly reduced feelings of shame and responsibility for the abuse and increased feelings of self-acceptance.
The results ofthis study do not support the prediction that group treatment would be more effective than individual treatment in reducing symptoms, but they do suggest that both individual and group therapy based on the theoretical model employed are helpful. The study also demonstrates that a brief approach, whether experienced individually orin a group, can benefit many survivors. These findings support the observations of clinicians (6, 8) that survivors often require a "time out" from therapy and that a series ofappropriately focused, time-limited therapies may be the most effective treatment approach for many.
Research demonstrates that the long-term sequelae associated with childhood sexual abuse range from no symptomsat all to depression, anxiety, eating disorders, PTSD, borderline personality disorder, and dissociative disorders, among others (7, (28) (29) (30) (31) . The criterion by which our study sample was selected, namely a reported history of childhood sexual pretherapy with change scores between assessment and posttherapy revealed that the change scores between assessment and posttherapy were significantly larger than the change scores between assessment and posttherapy on all measures except the DES-2. Therefore, the second hypothesis, predicting that the 10 weeks of therapy, either individual or group, would be associated with greater improvement in symptoms than the internal control period, was mostly supported.
Regarding maintenance of improvement, t-tests comparing pretherapy scores with scores at 6-and 12-month follow-up revealed significant differences in the desired direction on all measures. In addition, comparisons of posttherapy scores with 6-month follow-up scores found that scores on the SCL-90, TSC-40, and the PTSS had continued to decrease, but the differences did not reach statistical significance ( Table 2 ). In contrast, the mean scores on the GAS had dropped significantly (P = 0.003), suggesting deterioration in functioning at the 6-month follow-up compared with posttherapy. At 12month follow-up, scores on the SCL-90, the TSC-40, and the PTSS had continued to decrease to the point that, when compared with the posttherapy scores, the differences were statistically significant. Scores on the DES were marginally improved, and the mean GAS score was almost returned to the mean score at posttherapy testing (69.8 at posttherapy and 68.1 at 12-month follow-up). Participants apparently maintained the symptom improvement associated with treatment during the first 6 months after treatment, but functioning declined during this interval. However, between the 6-and 12month follow-up, they became considerably less symptomatic than at posttreatment, and psychosocial functioning improved.
The interviews conducted with the women at the 6-month follow-up revealed that 30 of the 56 women interviewed (53.6%) had attempted to obtain additional therapy in the interim. Twenty-five ofthe women (44.6%) had received additional therapy, and 5 (8.9%) were waiting for service. At the 12-month follow-up, ofthe 46 women for whom we have information, 22 (47.8%) had attempted to receive additional therapy, 18 (39%) had received it, and 4 were waiting.
To examine whether participants who had received additional therapy maintained or improved more than those who did not, the differences between posttherapy scores and 6month scores and the differences between posttherapy and 12-month scores for the 2 groups were compared using t-tests. No significant differences were found on any of the measures. Since it might be expected that participants who sought additional treatment would be more distressed than those who did not, the 2 groups were also compared on the mean SCL-90 and the mean GAS score at posttherapy. The abuse, is an experience, not a diagnosis or disorder. It is likely that many participants in this study who sought further therapy would meet criteria for PTSD or other significant DSM-IV diagnoses. The finding that those who sought additional therapy were more symptomatic and lower functioning at posttherapy supports this hypothesis. The therapy evaluated in this study, both in the individual and group formats, is a psychoeducational approach that focuses on the experience ofchildhood sexual abuse and its common after effects. It appears to be effective in reducing global distress, improving functioning, and reducing shame and feelings ofresponsibility for the abuse. However, sexually abused women who meet criteria for specific DSM-IV diagnoses may require additional and more focused forms of treatment.
This points to a limitation of the study; namely, that participants were not assessed for DSM-IV diagnoses. External validity may also be limited by the research design requiring random assignment to treatment modality. When planning group treatment, clinicians usually select members based on judgements regarding goodness of fit between members. Since this was not possible during a research trial, improvement associated with group treatment may be greater in clinical practice, when decisions regarding composition ofgroups are not constrained.
Given the apparent efficacy and cost-effectiveness of group interventions, the findings of this study suggest that most women seeking help for the effects of sexual abuse should be encouraged to participate in a psychoeducational group with other women survivors and that for many this will be a sufficient short-term intervention. Some of our participants, however, noted that the short-term nature ofthe treatment provided through this study left them feeling frustrated and abandoned, especially iffurther treatment was not immediately available. Future studies investigating whether sexually abused women who meet criteria for certain diagnoses benefit from more specific and/or longer treatments will improve our response to this important client group.
